He was kept in a plaster bed for four months, then walked about in a plaster jacket for two months. He wvas then and is still free from symptoms. John R., a boy aged 3 years 3 months, was born at full term by difficult breech delivery requiring forceps. He was said to have had a "fractured skull" following delivery. He is an only child and the parents are well and unrelated. The father has been examined and shows a mild degree of hypertelorism, and judging by photographs, one brother and one sister of the father are more markedly affected. No familial history of mental defect.
Convulsions first occurred at the age of 6 weeks, and epileptiform attacks have continued since that time. The child has been free for two to three months at a time, but whilst he has been under observation at Guy's I-lospital (since June 1945) the fits have been frequent and entirelv uncontrolled by drugs (luminal, sodium nitrate, bromides, epanutin). He has twice been admitted to hospital and found to have frequent auricular extrasvstoles, pulsus bigeminus having been observed repeatedly. During his present admission (November 10 to 21, 1945) he has had twelve fits, each of short duration (one to one and a half minutes) and preceded by an aura. The attacks which have been observed usually start with throwing out of the left arm followed by upward deviation of the eyes, twitching of the right side of the face, and kicking or flexion of the right leg. (The mother, however, states that the left side is usually most affected.) It is doubtful if he actually loses consciousness in every attack. Recovery is very rapid, after which he complains of headache and usually wishes to pass urine. There has been no incontinence during the attack. On each occasion the pulse has been noted as being "slow and irregular", "missing beats", or pulsus bigeminus has been observed.
There has been no mental deterioration. Physical examination.-Normal physical and mental development for age. There is a faint but well-defined facial n.wvus covering the greater part of the area of distribution of the ophthalmic division of the fifth nerve on the left. There is a moderate degree of hypertelorism, and facial asymmetry, with facial hvpotrophv on the right. Eye movements normal. Discs and fundi normal. Between the attacks the limbs show normal tonus and movement; the tendon reflexes are present and equal. Plantar reflexes flexor. No ataxia or nystagmus.
The area of cardiac dullness and the heart sounds are normal, but frequent extrasystoles or continued pulsus bigeminus are usuallv present.
Mantoux test (1: 1,000) negative. Commtent.-The association of a facial noevus, homolateral intracranial calcification, and epilepsy appears to justify the diagnosis of an intracranial angioma, although the history of birth injury introduces a confusing factor. The epilepsy in this case is not clearly focal, but it is probably significant that twitching of the right side only of the face has been observed in several attacks. There is also hypotrophy of the right side (of the face. This contralateral hvpotrophy has been clescribed by Parkes Weber (1922) Trigeminal nxevus (left frontal region) with right-aided hypotrophy of face and hypertelorism. in a patient also showing a left-sided intracranial lesion of this type, but here there was also a congenital spastic hemiplegia on the right. The nmevus in the child shown is fainter than those in many of the published cases, bLut conforms to the almost invariable distribution, i.e. involving the greater part of the area of distribution of th-e ophthalmic division of the fifth nerve. It is exceptional to find calcification appear.. ing at the site of the intracranial angioma at such an early age. In twvo cases of the same type (Ellis, 193 1-2), no calcification wvas seen radiologicallv in the younger boy aged 1 year 9 months, whilst the older hoy, aged 9 years, showed the classical "festooned" appearance (Parkes Wveber-Dimitri's syndrome) within the skull. In all three cases the epilepsy proved completely resistant to medical treatment; in the eldlest boy there was some mental retardation.
Jr. this case, the association of hypertelorism is probably fortuitous. H-vpertelorism is a heredo-familial condition, and alth~ough it has oniy been possible to examine the father it is almost certain (from the description and photographs) that one sister and one brother of the father are also affected. As in the family described by Abernethy (1927 
